MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH |53-=049950

DEPARTMENT OF PUBLIC HEALTH AND WELFAR lms 2 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No. ——______ T % JPrimary Registration Disrict No. e a——Regivtrar's No. ~_- - _

ON THIS STUB X
I ].] ﬁgi uiﬂaﬁ - 2. USUAL RESIDENCE (Where deceased lived. [f institution: Residence bafara

VS 300 &. COUNTY o STATEM 3 ggourl® S9N St. Loulg *dmisien
Rev. 4/59 b, CITY (If oulside carporate limits, Qive TOWNSHIP only} Lengih of stay n 16 = CITY Tnside Limils

@wn St., Louls ww  University City Yes K No (0

<. FULL NAME OF (If NOT in hospital, give location) Inside Limils d. STREET {If cutside, give locatian) Reside on Farm
HOSPITAL OR ADDRESS :

INSTTUTION - Tawish Hospital Yes &L No [ 8364 Delmar Blvd, Yes ) Ne [X
3. NAME OF DECEASED First Middls Lost 4. DATE Month Doy Yeor

(Type or print} OF
ESTHER SHAPIRO peati  December 25, 1963
5. SEX 8. COLOR OR RACE 7. Married O Never Married O 10. DATE OF BIRTH 9. AGE {leat birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

Female White Widowed 37 Divorced [] 11/29/9 6_5 Mﬂﬂ""ll Days | Houn L Min.

10a. USUAL CCCUPATION (Give kind of wark done | 10b. KIMD OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) [ 12. CITIZEN OF WHAT COUNTRY

S P A Ome T e rerieed) Chicago, Illinols U.S.A,

132. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Moses L. Schwartz Edith Herring Sumner Shapiro
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SQCIAL SECURITY NO. | 17. INFORMANT Addres

(YEIﬁO, or unknown] | (If yes, give war or dates of sarvice} Unknown Sum_ner Shapiro_B 36"“’ De lm P B]_vd__.

"DATE AMENDED

INSS

t8. CAUSE OF DEATH (Enter only one cause per line for {a}, (b}, and {e). INTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: : e Q v Q :l Q :52 ONSET AND DEAT
MMMEDIATE CAUSE {a} M

-
o

DOCUMENT

\
]

INSTEAD OF

Cenditions, if any, DUETO (b} _ ¢ g“ A AN "‘\(,n.zp QMM&-’
which gave rise to
} DUE TO () 5 3/ "o

above cause {a),

stating the under-

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1. If deceased was femsle wa
disesse condition given in PART | (a) there » pregngncy in laat 90 days.

lying cause lasr
I O Yes I E No | O Unknown
19, WAS AUTQPSY 20a. ACCIDENT  SUICIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART ¥ of irem 1B.)
O O

PERFOR, ?
YES NO O

20c. \IME OF  Hou Manth, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20¢. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK O farm, factory, sireet, office bldg., etc.} ,
NOT WHILE AT WORK [J

I ]
21, | attended the deceased fmrn 6‘1"""":{— f?S' , fo. UN'”'"‘J,"": ! and last saw Ealive on ”:,[é‘(,/ Q"j

J—m on the date stated above, and to the best of my knowledge, from the cautes stated.

5

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

Desth octurred at.

QzHAYURE M % (%_ 22%2;_';?56 2 ) 2,233315 bN}ED

Faa. BURIAL, CREMATION, | 23b. DATE 23¢. NAME OF CEMETERTR FREBERCRY 73d. LOCATION [City, fown, or :numv} {drate) ¥
REMOVAL (Specify)
emoval [12/27/63 United Hebrew Temple (St. Louis County, Mo.

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 28, REGISTRAR'S SIGNATURE

ﬁefman Rindskopf, Inc.5216 Delmar EC 28 1963 % / ;d ..

{Licensed Embalmer’s Statement on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify._that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by . Student Embalmer No._

wc;rking under my personal supervision.

Student

Signature of Studen? Embalmer

Licensed Embalmer No. j‘i Egd

' P, O. Address. '

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
_ with the above constitutes grounds for revocation of license). '

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
+ If this body is not embaimed, fact should be so stated above.

e . ot o
T oo




